LL WHO deal with the problem of ruptured lumbar discs know that both false-negative and false-positive myelograms occur. Many retrospective analyses have been made of the number of times myelograms agreed or disagreed with surgical findings, and an over-all accuracy of lumbar myelography from 60% to 80% has been reported. ~,4-6,~~ Variation in the criteria for operation probably accounts for more of these reported differences than does variation in the performance and interpretation of myelograms. Moreover, retrospective studies approach the problem in reverse. What the surgeon really needs to know for any given patient having certain signs and symptoms of a ruptured lumbar disc, is the likelihood that a positive myelogram truly predicts a ruptured disc or, if normal, that it truly predicts the absence of a ruptured disc.
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In 1966, Vecchio 25 described a method for calculating the "predictive value" of any single diagnostic test. This quantitative approach is readily adaptable to an analysis of the indications for and the value of myelography in the diagnosis of ruptured lumbar discs. To obtain the data necessary for such an analysis, a prospective clinical study was designed. The results of that study are reported here.
Data Collection and Organization
Description of Patients. For this study, 490 patients hospitalized because of low back or leg pain, or both, were seen consecutively by the author over a period of 9 months. During this time, and for an additional 15 months, 102 patients without past or present low back or leg pain but who had lumbar myelograms for various other reasons were seen and included as '"normal con-trols." Patients who had had previous lumbar disc surgery or who proved to have tumors were subsequently excluded. The entire group of 592 patients is summarized in Table 1 . There were no statistically significant differences among the operated, conservatively treated, and normal control patients in respect to age, sex, or incidence of cases involving compensation. The age distribution of the patients in each group is compared in Fig. 1 .
Method of Examination of Patients. All patients were examined uniformly by the author and the findings recorded on a standard form. Straight leg raising (SLR) was done with the patient supine, the head on a pillow. It was recorded from 0 ~ in the horizontal position to 90 ~ with the leg vertical. Responses were checked by bent-leg raising, Patrick's test and extension of the knee while sitting. Crossed SLR signifies exacerbation of pain in the symptomatic leg caused by raising the "well" leg. Reflexes were recorded from --4 (absent) to +4 (clonus), "0" being normal, and only an asymmetry of more than 2 units was accepted as significant. Weakness was recorded only as present or absent. Equivocal weakness, usually due to poor cooperation from pain or, more frequently, the patient giving way jerkily, was not considered significant. Muscles tested were the extensor hallucis longus, tibialis anticus and posticus, peronei, gastrocnemius, hamstrings, and quadriceps. Sensory examination was done with a safety pin, and only differences in pain perception between dermatome areas in the painful leg were considered significant. An area 10 cm square overlying the tibia just below the knee was tested for the L-4 root, the great toe and first web space for L-5, and the little toe and lateral aspect of the foot for S-1.
Roentgenologic Examination. Anteroposterior and lateral x-ray films of the lumbar Ninety-eight per cent of the operations were on the private patients of 12 neurosurgeons, the remainder being cared for by the chief resident. Surgical findings were recorded as a ruptured disc if either an extruded disc, a subcapsular herniated disc, or definite nerve root compression by a bulging disc was found. A normal disc was recorded when no abnormal disc was found, or when only a fiat "degenerated" disc without nerve root compression was removed.
Patients Treated Conservatively. All patients treated conservatively (bed rest with or without pelvic traction, heat, analgesics, and sedatives) were followed either by return office visit or by the mailed questionnaire described by Semmes. a9 Those patients not classifiable 1 year after they were first seen were placed in an '"indeterminant"
